In a woman with a swollen leg and dilated veins, the probable diagnosis is deep vein thrombosis. Appearances can be deceptive.
CASE HISTORY
A woman of 50 was referred with a two-week history of swelling of the left leg. On examination it was swollen to mid-thigh level with visible super®cial dilated veins. The provisional clinical diagnosis was deep vein thrombosis. Venography of the left leg did not show any evidence of thrombosis, from calf to iliac veins, but external compression was observed on the femoral vein at the inguinal level ( Figure 1) . A Duplex ultrasound scan con®rmed the absence of femoral vein thrombosis and revealed a 3.462.0 cm hypoechoic mass behind the common femoral vein consistent with a`cyst'. A computed tomographic (CT) scan showed a cystic lesion behind the left femoral vein and artery and in front of the hip joint, characteristic of an enlarged iliopsoas bursa ( Figure 2 ). Under CT control 20 mL of yellow clear¯uid was aspirated; no atypical cells were seen and there was no microbial growth after 48 hours of incubation. When contrast was injected into the cyst cavity it passed freely into the hip joint. The underlying hip showed mild osteoarthritic changes on plain X-ray. At follow-up 10 weeks later, the left leg swelling had reappeared. An ultrasound scan showed a further collection of¯uid, so the bursa was surgically excised.
COMMENT
The iliopsoas bursa is the largest synovial bursa in the body. It communicates with the hip joint by a defect in the thinnest part of the capsule, between the pubofemoral and iliofemoral ligaments. Amongst its commonest associations are osteoarthritis 1 and rheumatoid arthritis 2 of the underlying hip, although trauma, gout, pseudogout, tuberculosis and avascular necrosis have been reported as well. A recent paper describes a loose hip prosthesis causing a mass in groin and a collection of titanium and polyethylene debris within the iliopsoas bursa 3 .
The earliest and the most frequent symptom associated with iliopsoas bursitis is hip pain. Other signs and symptoms are due to compression of the femoral vein or nerve 4 or of lower limb lymphatics. A palpable groin mass is not uncommon. The condition is investigated by a combination of ultrasound and CT or magnetic resonance scanning. Ultrasound helps to con®rm the existence of a cyst and can be used to aid needle aspiration. Magnetic resonance is better than CT for detecting the presence of hip effusion, although both provide anatomical de®nition and can Neurological syndromes associated with Paget's disease of the skull include cranial nerve compression, spinal cord compression, cerebellar compression and vertebrobasilar insuf®ciency 1 . Reversible dementia is unusual.
CASE HISTORY
A woman of 79 was admitted for investigation of falls, worsening dementia and urinary incontinence. Three years earlier, Paget's disease had been diagnosed, mainly affecting the skull; alkaline phosphatase at that time, 944 U/L. The recurrent falls and urinary incontinence had begun a year after this, and she had needed several hospital admissions. Investigations, including 24-hour electrocardiography, had been normal but on consecutive admissions there had been a gradual decline in her mental state. She was housebound and needed a Zimmer frame to walk. There was no medical history of note, other than hypertension controlled with bendro¯uazide 2.5 mg daily. Her pulse was regular, blood pressure was 140/ 90 mmHg with no postural drop and her abbreviated mental test score was 5/10. Apart from an ataxic gait, ®ndings on examination, including optic discs, were normal. The only abnormal ®nding was an alkaline phosphatase of 1246 U/L. The provisional diagnosis, in view of the triad of dementia, ataxia and urinary incontinence, was normal-pressure hydrocephalus secondary to Paget's disease. This was con®rmed with a computed tomographic head scan which showed marked pagetic changes of the skull with dilated lateral and third ventricles (Figure 1) ; the foramen magnum and the fourth ventricle appeared small.
She was referred to the neurosurgical unit where a ventriculoperitoneal shunt was inserted, the opening cerebrospinal¯uid (CSF) pressure being normal at 15 cm. A magnetic resonance brain scan after the procedure showed that the ventricles had greatly decreased in size while con®rming the platybasia with a small foramen magnum which¯attened both the anterior aspect of the pons and the fourth ventricle ( Figure 2 ). 
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